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An Overview

The 2020 MICHC Annual Report summarizes New York State’s (NYS) continued
efforts toimprove maternal and infant health outcomes for high-need, low-
income women and their families while reducing persistent racial, ethnic, and
economic disparitiesin those outcomes.

Outcomes are broadly categorized as follows:

+» Services Provided by Lifecourse Phase

+»» Referralsto Healthcare and Family Social Support
+* Outreach and Engagement

+* COVID-19 Impact Analysis

Thisreport presents summary statistics based on data obtained from participating
MICHC programs that utilize Community Health Workers (CHWs). The data
represents clients served and services rendered by CHWs in federal FY2020. Data
were obtained quarterly fromindividual MICHC programs.
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About MICHC

The MICHC initiative seeks to improve maternal and infant health outcomes
through the development of multi-dimensional community systems of integrated
and coordinated programs and services designed to address maternal and infant
health behaviorsand ensure supportand service systems across the reproductive
life course. The MICHC programs utilize CHWSs to assist high-need, low-income
women of reproductive age and their families with accessing continuous quality
healthcare and other needed community support services. MICHC supports 23
programsin 31 counties across New York State.

Counties Served by the
MICHC Program g

MICHC programs conduct outreach to engage and serve eligible clients and
provide them with essential services. In 2020, the MICHC programs across New
York served 4,898 clients. There were 17,599 home and virtual visits conducted by
CHWs duringthe year, and these resulted in 22,565 referrals issued and 16,323
referrals completed.

FY2020 Report Highlights
+¢ Clients utilizing MICHC services
¢ Service breakdown by Life Course Phase
¢ Services most utilized by MICHC clients
¢ Program Encounter and Outreach Analysis
¢ Covid-19 pandemic’s impact on services
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New York State Clients Utilizing MICHC in 2020

CHWs assist low resourced families with accessing and navigating healthcare and other essential support
services, conduct in-home and virtual visits, and provide group and individual education. This section provides
a demographic overview of MICHC clients in FY2020.

Clients by Life Course Phase Birth Outcomes of Babies Born in FY2020
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Non-Hispanic Black 957 20% 18-19 254 S%
igi: 1 ?)32'2 Z;: Infants Born 1,936
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Service Delivery by Life Course Phase

¢ Preconception Clients
The information displayed below summarizes MICHC service data for the 81 clients in the “preconception” life
course phase. Clients in this phase are those of child-bearing age who have not given birth before, butare
looking to become pregnant. This information provides an overview of which services these clients have
utilized and what appointments they have attended. Clients may be screened multiple times during their
participation in the MICHC program.

Clients with a Primary Care Clients Who Attended Well-Woman
Physician Visits in the Past 12 Months

= Yes = No Unrecorded = Yes = No Unrecorded

Client Health Insurance Status . . . .
Clients with Reproductive Life Plan
Health Insurance Type Percent ..
Completed/Initiated
Medicaid 76% 11% 2%
Other or Unrecorded 24%
®Yes ®No = Unrecorded
Screenings Referrals Referrals Completed

Client Screening Type Number Number Number Percent
Alcohol 69 0 0 0%
Ages and Stages Questionnaire 57 0 0 0%
Depression 51 22 10 45%
Domestic Violence 67 1 100%
Health Insurance 64 1 100%
Substance Abuse 64 0 0%
Oral Health 65 15 6 40%
Smoking 62 4 0 0%
Total 499 43 18 42%




X/

¢ Prenatal/Postpartum Clients
The information displayed below summarizes MICHC service data for the clients in eitherthe “prenata
(N=1,324) or “postpartum” (N=1,836) life course phase. Clients in the “prenata
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phase were pregnant at the

end of the reporting period, while those in the “postpartum” phase had given birth during the reporting
period. This information provides an overview of which services these clients have utilized and what

appointments they attended.

Clients may be screened multiple times during their participation in the MICHC program.

Client Health Insurance Status . . .
Clients with a Birth Plan Completed
Health Insurance Type Percent
Medicaid 92% 15%
Private Insurance 3%
FPBP/FPEP 0%
Uninsured 1% %
Ineligible 1%
Other 1%
u Yes No Unrecorded
Unrecorded 1%
Clients by Prenatal Care Initiation Clients Who Attefn.ded
500 80% 1600 55% Postpartum Visits
1400
2000 1200 25
1500 1000
800
1000 600
400
o 6% 7%
500 8% 6% 200 >%
3% 3% °
) = 3 3% — 0 [ [ L
. ) Yes No Scheduled Did Not  Unrecorded
First Second Third No Prenatal Unrecorded for Next Schedule
Trimester  Trimester  Trimester Care
Quarter
Percentage of Prenatal Care Inititation Percentage Who Attended Postpartum Visits
by Category by Category
Screenings Referrals Referrals Completed
Screening Type Number Number Number Percent
Alcohol 1,363 11 8 73%
Ages and Stages Questionnaire 125 28 13 46%
Depression 1,353 366 197 54%
Domestic Violence 1,373 101 63 62%
Health Insurance 1,629 207 165 80%
Substance Abuse 1,429 11 8 73%
Oral Health 1,222 322 148 46%
Smoking 1,440 51 36 71%
Total 9,934 1,097 638 58%
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* Interconception Clients

The information displayed below summarizes MICHC service data for the 1,657 clients in the
“interconception” life course phase. Clients in this phase have given birth before but are not currently
pregnant. This information provides an overview of which services these clients have utilized and what
appointments they have attended. Clients may be screened multiple times during their participation in the

Client Health Insurance Status . . .
Health Insurance Type Percent Clients with a_P_nmary Care
Medicaid 85% PhySICIan
Private Insurance 3% 4%
Medicare/ SSI 1%
FPBP/FPEP 0%
Uninsured 2%
Ineligible 5%
Other 1%
Unrecorded 3%

= Yes = No Unrecorded

MICHC program.

Clients Who Attended Well-Woman Clients with a Reproductive Life
Visits in the Past 12 Months Plan Completed/Initiated

mYes = No Unrecorded mYes = No Unrecorded
Screenings Referrals Referrals Completed

Screening Type Number Number Number Percent

Alcohol 1,659 25 24 96%
Ages and Stages Questionnaire 827 120 83 69%
Depression 1,716 478 263 55%
Domestic Violence 1,682 120 78 65%
Health Insurance 2,107 233 182 78%
Substance Abuse 1,684 25 24 96%
Oral Health 1,708 385 205 53%
Smoking 1,759 36 14 39%
Total 13,142 1,422 873 61%

6



Referrals to Services

% Healthcare Referrals
% Health Referral

Healthcare referrals are an essential part of MICHC services for connecting clients and their families to care.
This section showcases the referrals given to clients for various healthcare services in their community. The
blue bar representsthe number of clients referred during the reporting period and is labelled with the
percentage of all healthcare referrals in this category followed by the total number of referrals in the category
by life course phase. The orange bar representsthe number of the referrals completed by clients engaging
with the service. Adult primary care, family planning, and mental health services were the top healthcare
referrals for preconception clients.

Preconception Client Healthcare Referrals
0 5 10 15 20 25 30 35

Adult Primary Care e ——————— )] %;, )]
Child Primary Care =9 1%, 1
Dental Services | —— 15%, 15
Early Intervention ~ 0%, 0
Family Planning | 29%, 29
Immunization ¥ 1%,1
Lead Testing ~ 0%,0
Mental Health Services | 22%, 22

Postpartum Care e 2%, 2

Prenatal Care == 1%,1
Other ™= 1%,1

Hlissued ®mCompleted
Total number of healthcare referrals: 147

The top healthcare referral for prenatal clients was connecting clients to a prenatal care provider; 90% of
prenatal clients referred to prenatal care engagedin care. Other top healthcare referrals for prenatal clients
included mental health services, dental services, and adult primary care.

Prenatal Client Healthcare Referrals
0 50 100 150 200 250

Adult Primary Care [ 14%, 132
Child Primary Care [ 5%, 50
Dental Services | —17%, 168
Early Intervention ™ 1%,5

Family Planning FE— 5%,52

Immunization I 3%, 26
Lead Testing |[H—== 2%, 21
M ental Heal th Se rvice s | — 21%, 200
Postpartum Care I 5%, 50
P rena ta | Care | — 24%, 232
Other [I———— 4%, 38

Total number of healthcare referrals: 1,583 M Issued W Completed



For postpartum clients, family planning services, postpartum care, adult primary care, mental health services,
child primary care, and dental services were the top healthcare referrals.

Postpartum Client Healthcare Referrals

0 50 100 150 200 250 300

Adult Primary Care | — 14%, 173
Child Primary Care | — 12%, 154
Dental Services [ —— 12%, 154
Early Intervention [ 2%, 23
Family Planning | 715, 272
Immunization EEEEEGEG—— 5%, 58
Lead Testing §™ 1%,8
Mental Health Services [ — 13%, 166
Postpartum Ca re e 15%, 197
Prenatal Care [IEESSSSS—— 3%, 40
Other [H== 2%, 27

Total number of healthcare referrals: 2,059 M issued B Completed

The highest proportions of healthcare referrals for interconception clients were mental health services, family
planning serivces, adult primary care, dental services, and child primary care.

Interconception Client Healthcare Referrals
0 100 200 300 400 500 600

Adult Primary Ca e | —— 16, 433
Child Primary Care | — 13%, 361
Dental Services [ 14 %, 385
Early Intervention [EEE——— 4%, 120
Family Planning | —— 16%, 426
Immunization | 8%, 203
Lead Testing |[mmmmm—== 3%, 72
M ental Health Se rvice s | — 18%, 478
Postpartum Care [ 2%, 58
Prenatal Care ™ 1%, 29
Other [ 5%, 138

Total number of referrals: 4,546 M Issued B Completed

The top healthcare referrals across all life course phases were mental health services and connections to
healthcare providers for primary care and family planning, followed by dental providers.



+** Family Social Support Referrals
Family Social Support referrals are an essential part of MICHC services for connecting clients and their families
to appropriate services and care. This section showcases the referrals given to clients for various Family and
Social Support services in their community. The blue bar is the number of clients referred to the service during
the year; the orange baris the number of referrals issued that were completed. SNAP is the Supplemental
Nutritional Assistance Program, TANF is the Temporary Assistance for Needy Families, and WIC is the Special
Supplemental Nutritional Assistance Program for Women, Infants, and Children. The greatest need for
preconception clients was concrete supports including food pantry, clothing, and baby care items.

Preconception Family Social Support Referrals

o
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Total number of referrals: 171 Hissued ® Completed



The greatest needs for prenatal clients were also concrete supports including food pantry, clothing, baby care
items, followed by breastfeeding support and WIC. More than 500 prenatal clients were connected to food
pantries and clothing and care items, 400 were connected to WIC, and over 300 were connected to
breastfeeding supports during the year.

Prenatal Family Social Support Referrals
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Total number of referrals: 5,046 M issued H Completed



Family social support referrals for postpartum clients mirrored the needs of prenatal clients. At least 100
postpartum clients also obtained car seats, were connected to housing, received safe sleep products, and
were connected to SNAP benefits through referrals to MICHC community partners.

Postpartum Family and Social Support Referrals
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The top family social support referrals for interconception clients were for food pantries and clothing and baby
care items with 1,183 and 1,182 completedreferrals respectively. The completed referrals for housing services
(491), SNAP benefits (304), family resource center (301), transportation (297), WIC (265), and TANF (229)
demonstrate throughout the life course the MICHC programs’ ability to connect clients and families to needed
concrete services and supports.

Interconception Family Social Support Referrals
200 400 600 800 1,000 1,200 1,400 1,600
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Total number of referrals: 8,505 M issued M Completed



¢ Outreachand Engagement
MICHC programs engage clients in the community through door-to-dooroutreach, group education classes,
and through various partnerships with other community-based organizations. During outreach, CHWs may
provide information, education, and referrals to services. Clients are engaged and enrolled in the program
through direct community outreach or through outside referrals to MICHC from a network of community
partners. Clients can also be referred to evidence-based home visiting programs as appropriate to their needs.
This section provides an overview of outreach effortsin FY2020.

Outreach Events Client Source
16,000 15142 1,400
14,000 1jg§§
12,000 9379 600
10,000 400
8,000 2000 - _ _
6,000
, x N N <3
4.000 2558 & & 5)@*‘ Rl &
2,000 > ¢ Y e
0 [ © & & S
\)\."’ (&
Count of Referrals Count of Individuals Count of Total S
Issued requesting Attendance . )
Information B Preconception M Prenatal M Postpartum I Interconception
Outside Referrals to MICHC
Source of Encounters Clients | Percent Referrals to Evidence-Based
Outside referralsto MICHC programs 2,963 68.0% Home Visiting progra ms
Birthing Hospital 1,039 | 35.1%
Prenatal Care Provider 442 | 14.9% 0 >0 100 150 200
wicC 250 8.4%
Se/f 244 8.2% Early Head Start _ 14%
Community-Based Organization 186 6.3%
Other 185 6.2% Headstart [l 6%
Other Client 84 2.8%
Social Service Agency 67 2.3%
Relative/ Friend 60 | 2.0% Healthy Families New York [N 35%
Other Health Care Provider 59 2.0%
Other MICHC Program 46 1.6%
Healthy Start 15%
Pediatrician 44| 15% ealthy strt -
Mental Health/Behavioral Health 41 1.4% )
Public Health Nurse /LHD 36 | 1.2% Home Instruction for Parents | - o,
- — of Preschool Youngsters
Primary Care Physician 30 1.0%
Family Planning Provider 30 1.0% ) )
Managed Care Plan 29 1.0% Nurse-Family Partnership I 2%
School 28 0.9%
Insurance Navigator 26 0.9% Parent Child Home Program | 1%
Health Home 20 0.7%
Faith-Based Organization 17 0.6%
Dental Provider 0| 0.0% Parents as Teachers [l 8%
StreetOutreach 1,172 26.9%
Group Sessions 79 1.8% other I 10
Other Source 107 2.5% Total Referrals 471 9%
Unrecorded 37 0.8%
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++» Coronavirus Impact Analysis

The Covid-19 pandemic disrupted servicesin the last half of the 2020 fiscal year. Visits with families continued
through mostly virtual or remote methods. An analysis was completed to determine the impact on providing
services to clients. Data on services in FY2020 were compared to pre-pandemic services in FY2019.

Client Postpartum Visits by Fiscal Year

6,000
3,500 3,107
3,000 2,620 5,000
2,500 4,000
2,000
1500 40% 55% 45% 3,000
0,
1,000 3% 2,000
500 % 5% 2% 6% 8% 7% 1,000
0 0
No Scheduled  Did Not Unrecorded Total
for Next Schedule
Quarter m2019 m2020

Results show that the pandemic did
not preventaccess to healthcare
providers for MICHC clients. A
higher proportion of post-partum
clients attended their post-partum
visit within the 8-week
recommended period during FY2020
compared to FY2019. There were
also slightly more preventative well-
woman visits during FY2020.
Prenatal care initiation and
completed screenings were similar
across both reporting periods.

4,000

3,000

2,000

1,000

Client Well-Woman Visits

by Fiscal Year
4,845 4,823
63% 65%
24%
7% 20%
' 11%
Unrecorded Total

H 2019 ®2020

Trimester of Prenatal Care Initiation

by Fiscal Year
3107
2863
10,
SOASO%
10%
° 8% 2% 3% 2% 3% 7% 6%

I = — — —_— - -

First Second Third No Prenatal  Unrecorded Total

Care

W2019 ®m2020

Completed Client Screenings by Fiscal Year
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Alcohol Ages and
Stages
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14%

4%
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Depression

15% 15%

Health
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Annual Comparsion of Encounter
Source by Fiscal Year

5986
898
67%
9%
179
A9% . 10949%
l 1%2%  4%2%

Outreach  Outside Group Other  Unrecorded Total
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m2019 2020
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Overall, the biggest difference for FY2020 compared
to FY2019 was the lower number of clients served
and fewer referrals received from outside sources.
This is consistent with qualitative data received from
the programs. Referral sources were less likely to see
clients in person, limiting opportunities to referto
MICHC. In addition, clients were often engaged in the
MICHC program longer as needsincreased during the
pandemic and resources became scarce. CHWs
reportedthat it was often hard to locate available
services for clients as community needsincreased.
Visits per client increased as more frequentbut
shorter remote visits replaced in-person home visits.



Family and Social Service Referrals

Issued by Fiscal Year
0 1,000 2,000 3,000 4,000 5,000 6,000

Family and Social Service Referrals data
demonstrated the increased need for concrete

supports and services. Referrals to clothing and or
baby care items more than doubled in FY2020
from 2,485 to 5,228; referrals to food pantries
more than tripled from 1,518 in FY2019 to 4,707
in FY2020; and referrals to affordable housing
more than quadrupled from 483 in FY2019 to
1,869 in FY2020. MICHC programs partnered with
the New York State Department of Health
(NYSDOH) and local diaper banks to provide
access to diapers, wipes, formula, and other baby
care items that were scarce at the onset of the
pandemic. Referrals to SNAP, WIC, HEAP, and
TANF also drastically increased during FY2020. As
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Child Development

Child Support

Clothing/ Baby Care Items
Domestic Violence
Educational Attainment
Employment/Vocational
Environmental Health/Safety
ESL

Family Resource Center
Food Pantry

Furniture

Health Insurance

. . . HEAP
families struggled with joblosses, loss of wages, Home Visiting
remote schooling, and more time togetherat Housing

home, there were increases in positive screens for
intimate partner violence and substance use,
leading to increases in referrals to domestic
violence and substance use services and homeless
shelters.

Immigration Services
Legal Services
Nutrition, General
Safe Sleep

Smoking Cessation
SNAP (Food Stamps)
Substance Use
Support Groups
TANF/DSS Cash Assistance
Translation
Transportation

wiC

Other, Specify

Total number of referrals issued 2019: 12,038
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Conclusions

MICHC programs across New York State serve a wide range of individuals and families in lower resourced
communities by working diligently to provide outreach, assess needs, and find available supports and services
including increased engagement with healthcare providers. The onset of the Coronavirus pandemic in early
2020 led to immediate changes in the needfor and threatened disruption in services for New Yorkers —
particularly those living in vulnerable communities served by MICHC programs. MICHC programs were able to
swiftly adapt and adjust program operations to ensure services continued. Remote visits through telephone,
video, and other virtual methods replaced in-person home visits to continue the work. As needs increased for
families so did creative thinking, partnerships, and collaborations by MICHC programs to meet these needs.
The existing networks and strong community partnerships built and sustained by MICHC programs were a
valuable resource for New York families at the beginning of the pandemic. In the future, MICHC programs will
continue to work to provide access to continuous quality healthcare, health insurance, and family and social
services and supports.
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